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1. Introduction 
Health economics, like other applied fields of economic study (such as transport economics, 
regional and urban economics, international trade), draws on a common body of economic 
and econometric theory. However some scholars, such as Blaug (1998), argue that health 
economics involves more than the standard application of the tools in the economists’ 
toolkits. One of his emphases was on the complications arising from the fact that medical 
practitioners demand health services on behalf of patients, given the imperfect information 
that patients have about diagnosis and therapy, i.e. the imperfect agency relationship. In 
addition, he emphasised the difficulties of measuring (and evaluating) health outcomes, as 
well as the work in defining (and measuring) equity, following Le Grand’s (1987) pioneering 
paper. 
But it is Arrow’s (1963) seminal article that points out the differences in health care that 
make economic analysis somewhat difficult. The eleemosynary dimension of the health 
sector (involving not-for-profit institutions), as well as other factors (such as various 
dimensions of uncertainty), explain societal responses to the numerous market failures in 
the health sector. Thus, work in the health sector is somewhat different from economic 
analysis of the meat industry (Beggs, 1988), the car industry (Madden, 1988) etc.  
However, mental health economics is even more difficult than health economics. This point 
is indicated by the following statement: “Mental health economics is like health economics 
only more so: uncertainty and variations in treatments are greater; the assumption of patient 
self-interested behaviour is more dubious; response to financial incentives such as insurance 
is exacerbated; the social consequences and external costs of illness are more formidable” 
(Frank & McGuire, 2000, p. 895). 
This chapter is concerned with another dimension of “difference” (and difficulty) that exists 
in the analysis of mental well-being. In general reference to all societies, the following 
statements are axiomatic: vegetarians do not buy meat for their own consumption; people 
who do not own cars do not buy petrol; and so forth. Such axiomatic statements cannot be 
made in the context of mental health sectors. Some people with no clinical mental illness 
consume mental health services; and simultaneously some other people who have clinical 
manifestations of mental illness do not consume mental health services for various reasons. 
The term that can be applied to these two problems is “structural imbalance”.   
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The next section will provide some further background on structural imbalance. Section 3 
will elaborate on the economic dimensions of structural imbalance commencing with a 2 x 2 
matrix. Enumerating the cells of this matrix forms the basis of empirical work. Section 4 
discusses the trends that are exacerbating structural imbalance, and their economic basis. 
Section 5 discusses various policy matters. The Chapter then provides some qualifications in 
Section 6 and draws conclusions in Section 7. 
2. The economic ‘mismatching’ tendency of mental health services 
The term, structural imbalance, is applied to describe the resource misallocation between 
“need” and “service use”. The problem has been noted in the United States (U.S. 
Department of Health & Human Services, 1999), Ontario (Canada) (Lin et al., 1996), New 
Zealand (Oakley Browne & Wells, 2006), and also Australia [Doessel et al., 2010) using cross-
sectional data, and in time-series data (Doessel & Williams, 2011)]. The purpose of this 
Chapter is to describe this particular source of resource misallocation in mental health 
sectors under health insurance, to present some empirical results, and to discuss policy 
implications of this structural imbalance. 
Resource misallocations of various types are ever-present in any economy and in this sense 
mental health services are no different; however the structural imbalance in mental health 
services is “a little different”. This mismatch in mental health services is not found in other 
sectors of the economy, as commented in the introduction above: some people without a 
mental illness do consume mental health services.  It is not suggested here that service use 
and illness are completely misaligned in mental health sectors. Some people with no current 
symptoms are prone to relapse and require a “maintenance” approach to therapy (Druss et 
al., 2007). 
It is instructive to note that the connotation of “need” here is epidemiological, i.e. a 
synonym for “people with a mental illness/disorder” or “people having a diagnosis”; and 
“non-need” means “people without a mental illness/disorder”, i.e. no diagnosis of mental 
illness. The use of this terminology is not to ignore the perspective of the economic literature 
on “need”, which is but one factor in consumer demand. The term “need” with respect to 
health has several connotations, and an economic classification is now available (Williams & 
Doessel, 2011). Note also that an optimal implementation of existing therapies, given the 
current state of knowledge, is implied in the present study. See Andrews (2006). 
The evidence from both time-series and cross-sectional data indicates that the structural 
imbalance in mental health services is extensive. Given that the economic nature of 
structural imbalance, and its sources, warrants further investigation, and that appropriate 
policy approaches have not yet been devised to address the problem, it is appropriate here 
to begin to fill the lacuna.  
3. Economic dimensions and empirical evidence 
This Section considers structural imbalance first with the conceptual tool of a 2 x 2 matrix. 
When “need” and “service utilisation” are cross-classified, structural imbalance can be 
clearly delineated, and it can be measured. There are four (co-existing) concepts that are 
relevant to the analysis of this problem.  “Unmet need” is a term in clinical use which is 
applied by Andrews (2000) and Whiteford (2000) to describe non-use of services by someone 
who has a diagnosable mental illness.  See also Cosgrove et al. (2008). Andrews (2000) and 
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Whiteford (2000) applied “met non-need” to the case where some people with no mental 
disorder consume mental health services. There are two other components to this analysis, 
met need and unmet non-need. The major proportion of a population is in the “unmet non-
need category”: people without any illness and not receiving services is of little interest here. 
“Met need" is the term that applies where people with illness are receiving services.  These 
terms complete the four elements that cross-classify need and service use. 
To quantify structural imbalance, several steps are undertaken. The first step involves an 
exercise in enumerating these four above-mentioned components using the cross-classified 
population sub-groups of “need” (i.e. presence of mental illness) and “service utilisation” 
(i.e. consumption of mental health resources). See Table 1. This Table suggests an exercise 
like the tabular form conceived of by Yerushalmy (1947) in his cross-classification approach 
for determining the sensitivity and specificity of diagnostic tests in medicine. In this Table, 
the Total population can be summed by rows that form the final column “Total utilisation” 
and “Total non-utilisation”. The columns can also be summed according to the presence of 
mental illness i.e. “Total need” and “Total non-need”, as indicated by the final row. 
A useful technique for depicting structural imbalance is to employ Venn diagrams, as 
shown in Fig. 1. This figure establishes in a visual manner the polar cases, which serves as a  
structural framework. Conceiving of the polar cases enables the definition of the extreme or 
“perfect” cases i.e. “structural balance” and “structural imbalance”, which then allows us to 
measure the degree of structural imbalance. The use of polar cases is often employed in 
economics such as in the Public Finance literature on pure public goods and pure private 
goods. This approach is also somewhat like establishing maximum and minimum values of 
an index, such as the Hirschman-Herfindahl Index, the Gini Index etc. In addition, Venn 
diagrams are relevant to conceive of resources shortages, as shown in Doessel et al. (2010).  
 
Consumption of 
mental health 
resources 
Presence of mental illness 
Totals by row  
Present (MI+) Absent (MI-) 
MHR+ 
Cell 1 
“met need” 
Cell 2 
“met non-
need” 
Total 
utilisation 
MHR- 
Cell 3 
“unmet need” 
Cell 4 
“unmet non-
need” 
Total non-
utilisation 
Totals by column Total need Total non-need 
Total 
population 
Source Doessel, Williams & Nolan, 2009 
Notes MI+ Persons with mental illness; MI-  Persons without mental illness; MHR+  Persons consuming 
mental health resources;  MHR- Persons not consuming mental health resources 
Table 1. A 2x2 matrix showing mental illness and consumption of mental health resources 
The data on both need and utilisation to implement this conceptual approach, which is 
indicted above in Table 1 and Fig. 1, are available from the Australian Bureau of Statistics 
(ABS). The first epidemiological survey by the ABS, Mental Health and Wellbeing..., was 
undertaken in 1997 (ABS, 1998). Another survey was conducted in 2007 (ABS, 2008). Table 2 
reproduces the structural imbalance quantified on 1997 data (which were the available data 
at the time of the study). The numbers in the cells can also be shown as proportions, and 
these are reproduced in Figure 2. Details are available in Doessel et al. (2010). 
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(a) 
PERFECT CORRESPONDENCE 
(b) 
PERFECT NON-CORRESPONDENCE 
MHN
MHR
MHN MHR
Notes:  MHN: Persons with mental health need 
 MHR: Persons consuming mental resources 
 
    Met Need  
    Unmet Need  
    Met Non-need 
   Unmet Non-need  
Fig. 1. Two polar cases: structural balance and structural imbalance in the mental health 
sector (with sufficient resourcing) 
 
Consumption of mental 
health resources 
Presence of mental illness 
Totals by row Present (MI+) 
“need” 
Absent (MI-) 
“non-need” 
Consumption MHR+ 
905,600 
“met need” 
591,600 
“met non-need” 
1,497,200 
Non-consumption MHR-        
1,477,500 
“unmet need” 
10,490,100 
“unmet non-
11,967,600 
Totals by column 2,383,100 11,081,700 13,464,800 
Source Doessel et al. (2010) 
Notes i. The notation is as for Table 1. ii. In this epidemiological study Mental Illness includes 
Anxiety Disorders (panic disorder, agoraphobia, social phobia, generalised anxiety disorder, obsessive-
compulsive disorder and post-traumatic stress disorder), Affective Disorders (depression, dysthymia, 
mania, hypomania and bipolar affective disorder) as well as Substance Abuse. iii. Mental health services 
include the following: the services of GPs, psychiatrists, psychologists, nurses, pharmacists, ambulance 
officers etc. iv. The data employed here relate to Australian adults, i.e. persons 18 years and over, not 
the total Australian population. 
Table 2. Utilisation of “mental health resources” by adults with, and without, mental illness, 
Australia, 1997 
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Source Doessel et al. (2010) 
Fig. 2. Structural Imbalance between the Australian Adult Population with Mental Illness, 
and the Australian Population Consuming Mental Health Resources, Australia, 1997 
Table 3 and Fig. 3 indicate that structural imbalance has a gender-related dimension. The 
proportions relating to the met non-need and unmet need are not constant across males and 
females from the 1997 ABS cross-sectional data.  Further details are in Doessel et al. (2010). 
 
 
 
Male
(%)
Female
(%)
All Adults
(%)
Mental health need 17.4 18.0 17.7
Mental health resources 8.1 14.0 11.1 
Met need 5.1 8.3 6.7 
Unmet non-need 79.6 76.3 77.9 
Unmet need 12.3 9.7 11.0
Met non-need 3.0 5.7 4.4 
Source Doessel et al. (2010) 
Notes The relevant denominator for these calculations is male adults, female adults and all adults, 
respectively.  
Table 3. Percentage shares of six categories of mental health/illness to the relevant 
population, male, female and all adults, Australia, 1997. 
Empirical evidence of structural imbalance in Australia’s mental health sector is found also 
in time-series data (Doessel & Williams, 2011). The results of that study determine that the 
“structural imbalance” is extensive, a result that reflects a sector beset with incomplete 
information (discussed briefly in Section 3). These results will be summarised here briefly. 
The research hypothesis in that study is that if there is high correspondence between the 
people with diagnosed mental disorders, as determined by ABS epidemiological surveys, 
and the consumers of mental health services, then structural balance exists. It follows that if 
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Source Doessel et al. (2010) 
Notes See Fig. 2 
Fig. 3. Unmet Need for Four Groups of Mental Disorders and Total Mental Disorders as a 
Percentage of the Population (Males, Females and Persons), Australia, 1997 
there is “correspondence” between the two populations, some measurable characteristic of 
both groups would be similar. To determine “correspondence”, a variable that can be 
measured in both groups is analysed: the ratio of females to total persons1, expressed as a 
percentage. If statistical evidence indicates that the “gender composition” for the available 
epidemiological data on people with mental disorders is not consistent with the “gender 
composition” for the available Medicare2 data on utilisation of mental health services, then 
we conclude that evidence of structural imbalance exists. The study measures the 
correspondence of the two above-mentioned ABS (representative sample) epidemiological 
surveys of mental disorders (ABS, 1998; 2008) and the data that provides an enumeration of 
consumers of mental health services under Australia’s universal health insurance scheme, 
i.e. Medicare. The results are summarised here briefly.  
Table 4 is a summary of the data from the two data-sources and Figs 4, 5 and 6 are 
reproduced here from the data analysis in Doessel & Williams (2011). The data analysis, 
involving several steps, will be outlined briefly. First, the data were modelled by applying 
Ordinary Least Squares regression. Three equations were estimated describing the 
temporal variation in the data for the three categories of mental health services. A set of 
fitted values (in which some confidence can be placed) for each of these data sets, were 
                                                                          
1 It makes no difference whether the female, or the male, ratio is analysed. 
2 Medicare is Australia’s universal, compulsory health insurance scheme. It is financed from general 
taxation revenue and an ear-marked tax. Medicare enables the payment of subsidies for private fee-for-
service medical services (in and out of hospital), the provision of subsidies for private fee-for-service 
allied services (which, in terms of mental health services, includes psychologists, occupational 
therapists etc), hospital services to “public patients” at zero prices at “recognised public hospitals”, and 
subsidies for approved pharmaceuticals. 
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obtained; various extraneous factors associated with modelling these data (seasonal 
variation, serial correlation etc.) were taken into account, and two dummy variables were 
inserted for the outliers. Linear equations were found appropriate for all three data sets. 
We then constructed confidence intervals (CIs) around the fitted values for each of the 
three data sets.  These three Figures depict the comparisons of the gender composition of 
consumers of three types of mental health services with the gender composition, in 
percentages, of people with mental disorders. Figure 3 depicts a comparison of the gender 
composition of consumers of specialist Psychiatry services with the gender composition, 
in percentages, of people with mental disorders (as determined from the two 
epidemiological surveys of the prevalence of mental disorders). There are 48 fitted 
observations depicted in Figure 3 for the time-series data on Psychiatry services from 
Medicare Australia with 99% upper and lower CIs, and two data points for the 1997 and 
2007 epidemiological surveys with their 99% CIs. Figs 4 and 5 present the gender 
comparison for two other types of service utilisation, the mental health plans prepared by 
general practitioners (primary care physicians) and allied mental health services. For 
further details about the statistical estimation and the figures, see Doessel & Williams 
(2011). 
 
 
 
 
Source See Doessel & Williams (2011).  
Notes Point estimates (fitted values) with 99% CI, equation estimated on Medicare data as  
    analysed in Doessel & Williams (2011)  
 O Point estimates with 99% CI from sample epidemiological survey data, as analysed  
   in Doessel & Williams (2011)  
Fig. 4. A Comparison of the Gender Share (Female/Persons) of CIDI-diagnosed Mental 
Disorders in the 1997 and 2007 Epidemiological Surveys for Australia, and the Gender Share 
for Specialist Psychiatry Services under Medicare, for 1997(1) to 2008(4). 
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Table 4.  Some Characteristics of Two Epidemiological Data Sets and Three Mental Health 
Service Utilisation Data Sets on Gender Composition (Female-to-Persons Ratio), Australia, 
1997-2008 
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Source  Doessel & Williams (2011) 
Notes See Fig. 4. 
Fig. 5. A Comparison of the Gender Share (Female/Persons) of CIDI-diagnosed Mental 
Disorders in the 2007 Epidemiological Survey for Australia, and the Gender Share for GP-
prepared Mental Health Plans under Medicare, for 2006(11) to 2008(10) 
 
Source  Doessel and Williams (2011) 
Notes  See Fig. 4. 
Fig. 6. A Comparison of the Gender Share (Female/Persons) of CIDI-diagnosed Mental 
Disorders in the 2007 Epidemiological Survey for Australia, and the Gender Share for Allied 
Mental Health Services under Medicare, for 2006(11) to 2008(10).  
It is clear from these three figures, indicating the location of the fitted observations and the 
CIs, that the consumers of the three types of mental health services are statistically different 
from the people with mental disorders, as determined by a population-based, representative 
sample survey of adult Australians. Further details are in Doessel & Williams (2011). 
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Some scholars, e.g. Jorm (2006), contend that unmet need is a “myth” (his term): imperfect 
data lead to phenomena that are artefacts of “data imperfection”. There has been no 
empirical research reported to substantiate Jorm’s assertion. 
It is noted earlier that the other main economic problem in mental health is under-
resourcing. This is a separate economic problem from structural imbalance, and yet both 
problems have a similar effect: under-resourcing of the sector also results in some people 
who need services not being served adequately by the system.  For further details, see 
Doessel et al. (2010). 
4. The economics of structural imbalance 
Several forces underlie structural imbalance and they arise from different sources. The 
relevant economic analysis is in Williams & Doessel (2010), which gives an economic 
account of the effect of two trends in the West, one trend being towards the medicalisation 
of normal sorrows and the other major force relevant to psychiatric diagnosis, the impact of 
the DSM-III innovation. The emphasis in this Section is placed upon information and 
diagnostic efficacy. The efficient allocation of resources in mental health depends not only 
on the use of efficacious therapies, but also on correct diagnosis.  
4.1 Two concurrent trends in western countries 
The first of the two trends is the medicalisation of normal sorrows. Among those having no 
clinical mental illness but using mental health services are the “worried well” (Bell, 2005). 
The growth of the “worried well” is a result of the “depression culture” that has developed 
in Western society (Horwitz & Wakefield, 2007; Williams, 2009; Williams & Doessel, 2010). 
Empirical evidence is now available about the “worried well” and related issues (Wagner & 
Curran, 1984; Horwitz & Wakefield, 2007). Another group comprises some mental health 
professionals taking an interest in issues other than mental illness, such as managerial 
performance (Sperry, 1993) and sport (Begel, 1992). Various studies have sought to 
enumerate the problem of mental health services not being taken up by those in need of 
services (e.g. Cosgrove et al., 2008; Byles et al., 2011). While these approaches help to indicate 
a problem of some type, the underlying economic processes need to be elucidated and 
measured in conceptually appropriate ways. Effective policy responses also can thereby be 
developed.  
The second trend is a widening of the diagnostic net of mental illness which has occurred as 
a by-product of the paradigm shift brought about after 1980, with the publication of the 
third revision of the diagnostic manual, the Diagnostic and Statistical Manual of Mental 
Disorders, by the American Psychiatric Association (APA). The third edition and later 
revisions (APA, 1980, 1987, 1994, 2000) incorporated a major innovation.  
A detailed account of the demand-side and supply-side effects of the DSM-III innovation in 
psychiatry is in Williams & Doessel (2010). Figs 7 and 8 tell an abbreviated version of that 
economic analysis. Although the DSM-III has improved the diagnosis of mental illness to 
some extent (thus lowering the false negative rate), it has also been one mechanism by 
which the diffusion of some misconceptions associated with mental illness has occurred 
(Williams, 2009). Using conventional price–quantity space, with a focus on the quantity 
dimension in this space, Williams & Doessel (2010) consider the impact of the concurrent 
forces on the false positive rate in the diagnosis of mental illnesses in the West. They show 
that diagnostic efficacy is relevant to resource allocation in the mental health sector. The 
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policy implication is that diagnostic practices in the mental health sector need to improve 
and funding innovation in these practices is of vital importance. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(a) Pre DSM-III (b) Post DSM-III Innovation
PD PD PD
QD
PC
 QD
PC
 QD
PC
 
PrevalSMD 
PrevalALL MD 
Preval
SMD
 
Preval
OMD
PrevalALL MD
Preval
SMD
Preval
ALL MD
 
Preval
OMD
Q1OMD 
Q
1
ALL MD
Q
1
SMD 
PrevalOMD
Q2OMD Q
3
OMD  
Q3ALL MD 
Q3SMD 
0 0 0
Q2SMD  
(c) Post DSM-III Innovation 
with Culture of Medicalisation 
Q
2
ALL MD
 
Notes  PrevalSMD is the per capita prevalence of “serious mental disorders”, and is constant in the 
three time periods;  PrevalOMD is the per capita prevalence of “other mental disorders”, and is not 
constant in the three time periods; PrevalALL MD is the per capita prevalence of “all mental disorders”, 
and is not constant in the three time periods; PrevalALL MD is the sum of PrevalSMD and PrevalOMD; PD is 
the price of a diagnosis of a mental disorder; QDPC is the per capita quantity of diagnoses of mental 
disorders. 
Fig. 7. The (Stylised) Per Capita Prevalence of SMD, Other MD and All MD in Three Periods 
of the Twentieth Century 
 
Notes See Fig. 7. Note also that the per capita prevalence lines in (a), (b) and (c) are the same per capita 
prevalence lines indicated in Figure 1. D1D OMD is the demand curve for per capita diagnoses of other 
mental disorders in period 1. S1D OMD is the demand curve for per capita diagnoses of other mental 
disorders in period 1, and so on.  
Fig. 8. A Stylisation of the Markets for Per Capita Diagnoses of Mental Disorders in Three 
Periods of the Twentieth Century  
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One way of understanding these matters is in terms of there being a continuum.  Fig. 9 
illustrates a diagnostic continuum, which conceives of a spectrum from mental illness, 
mental health to human potential at any point in time. Note that ‘‘medicalisation’’ over time 
can be shown by enlarging the area of ‘‘core mental illness’’, while performance 
enhancement can be shown by expanding the boundaries of human potential. The 
specification of “cut-offs” becomes an important variable in achieving the optimal use of 
resources. At a very general level, these various societal trends indicate that concepts and 
practices in psychiatry are influenced by culture. 
4.2 Moral hazard 
A second aspect of the economics of structural imbalance is the suggestion of moral hazard 
in the mental health sector. Markets and organisations are both subject to moral hazard. For 
a review, see Milgrom & Roberts (1992). A very general definition of moral hazard is as 
follows: 
...actions of economic agents in maximising their own utility to the detriment of others, in 
situations where they do not have to bear the full consequences or, equivalently, do not 
enjoy the full benefit of their actions... (Kotowitz, 1987, p. 549). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Core mental disorders 
Enhancing 
human  
potential 
Coping with stress 
and distress
 
Source: Klerman & Schechter (1981) 
Fig. 9. A diagnostic spectrum 
Moral hazard is a type of economic behaviour that can occur in markets subject to imperfect 
information. It is particularly associated with an asymmetry in the distribution of 
knowledge between the buyer and seller, or a third party insurance carrier. Informational 
“incompleteness” takes several forms including an asymmetry in the distribution of 
knowledge in a market or organisation, or factors in the level or quantity of information 
being uncertain, missing, unavailable, or not yet known (Kotowitz, 1987).  
Informational problems are noted in several contexts, e.g. quality uncertainty for various 
products, such as used cars (Akerlof, 1970), credit (Stiglitz & Weiss, 1981) etc, and in the 
labour market (Spence, 1974). However, the case of moral hazard described here is rarely, if 
at all, discussed in the health economics literature, or the general economics literature. Some 
have argued (e.g. Scitovsky, 1990) that asymmetric information gives scope for second-best 
contracting. Notwithstanding that case, and also ignoring for now the perspective that 
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moral hazed is so pervasive that one may as well be resigned to it, the general case is that 
information imperfections lead to inefficiency in resource allocation (Bator, 1958), which 
suggests an appropriate policy response.  
The allocative inefficiency arising from moral hazard in the health sector can require 
government action.  For example, Arrow (1963) argued the case for financing health services 
by health insurance. Those arguments were highly influential in the introduction of 
Australia’s system of publicly financed, universal medical and hospital insurance 
(Medicare) (Scotton, 1968; Scotton & Deeble, 1968). In health insurance, the context in which 
moral hazard is often discussed is that of an insurance carrier having incomplete 
information about the health status of insured consumers. In such circumstances, the 
existence of insurance creates incentives for people to behave in an inefficient fashion, by 
consuming health services beyond the level at which the marginal benefit equals the 
marginal social cost. This inefficiency is measured by the welfare loss associated with this 
“extra” consumption (Pauly, 1968).  
Moral hazard is usually described in terms of the effect it has on one party in a transaction. 
But it can also arise for both parties, i.e. both buyer and seller.3 It could be argued that a 
multi-dimensional case of moral hazard exists in mental health sectors under insurance: 
moral hazard can be observed on all sides of transactions in private mental health services, 
i.e. buyers, sellers, and the insurer as well. A “three-sided” conception of moral hazard in 
this sector may help to illuminate the source of quite severe resource misallocation in this 
sector, for which empirical evidence is mounting. Mental health services present a more 
particular, and complex, sector: specific informational problems associated with mental 
health issues exist for all three parties to the transactions. On the demand side, consumers 
may be subject not only to their own incomplete knowledge about health status but 
misinformation as well. On the supply side, a veil of ignorance exists for the suppliers of 
mental health services for several reasons. Thirdly, the insurance carrier (say, government) 
adopts a particular stance on information. If insurance processes do not provide diagnostic 
information that delivers well-aligned resource allocation, then directing some attention to 
reforming the processes is relevant. Thus, it is conceivable for moral hazard to develop in 
these three contexts.  
Some reflection indicates that mental health issues are characterised by imperfect 
information on the part of patients/consumers, mental health professionals and health 
insurance organisations. Consumers generally do not know what is wrong with them; 
mental health professionals, in large part, rely on what consumers tell them; and, 
furthermore, the “state of knowledge” of the aetiology of mental disorders is not perfect. 
There is an information armamentarium of efficacious therapies available. Also, health 
insurance carriers are subject to imperfect knowledge. 
5. Policy effects 
This Section will focus attention on two main policy issues. One issue relates to improving 
diagnostic efficacy in mental illness. The second point concerns institutional factors. 
However, to put these points in context, it can be said generally speaking that the adverse 
                                                                          
3 This is discussed in Rubin’s (1978) study of franchising. The term, double moral hazard, or double-
sided moral hazard, was subsequently applied in 1985 to discussions of share-cropping responses to 
market behaviour (Eswaran & Kotwal, 1985) and product warranties (Cooper & Ross, 1985).   
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achievements of mental health sectors internationally remain a societal disgrace. The 
resource insufficiency in these sectors can be alleviated with larger mental health budgets, 
but structural imbalance cannot be mitigated with more dollars. The misallocation of 
resources to which this sector is prone may even contribute to the persistent reluctance by 
governments to provide adequate budgets for people with a mental illness.  However, an 
understanding of structural imbalance is fundamentally important for the economic 
development of this sector and the improved living standards of mentally ill people who are 
“in need”. The political will to fund mental health sectors adequately is relatively weak, and 
resourcing waxes and wanes. It is therefore important that the economic causes of structural 
imbalance are well understood.  
The point needs to be emphasised that diagnostic efficacy is not just relevant to treatment; it 
is relevant also to improving resource allocation in the mental health sector.  The 
quantification of met non-need here provides the evidence that some people without mental 
disorders are consumers of mental health services. No public policy issue exists if such 
people fund these services from their own incomes, but if those mental health services are 
funded either by pooled private health insurance contributions or by partially, or fully, 
subsidised taxpayer-funded schemes, then there is a policy issue. This issue can be 
addressed by a requirement that a firm diagnosis of mental disorder is established (by valid 
psychological instruments) with a further requirement that the (positive) diagnosis so 
obtained is the pre-condition for receiving subsidised mental health services. 
Inefficacy in the diagnostic processes of the mental health sector has two effects: met non-
need is being funded; and mentally ill people are receiving inadequate treatment. It means 
that scarce mental health resources are not put to their highest possible use. Those resources 
are misallocated, i.e. wasted. There is a vital place for innovation in the diagnostic practices 
in the mental health sector and also for such innovation to be financed by government. 
Institutional factors are specific to the institutional setting of a particular country. This 
Chapter reflects the economic forces present in Australia’s institutional setting. In the 
Australian institutional setting, the major insurance carrier (the government) presently 
provides little financial incentive for implementing efficacious therapy for mental illness. In 
the Medicare Benefits Schedule (which lists Schedule fees for all medical services, and the 
relevant subsidies), separate diagnostic services of a mental health kind are not listed or 
subsidised. There are no financial incentives for diagnosis for private mental health services 
embedded in the Medicare system. Thus, it is correct to hold the view that “throwing more 
money” at the pre-existing structures may do nothing to address Australia’s structural 
imbalance problem. It is relevant to note that, at the epidemiological level in Australia, 
diagnostic test instruments are applied i.e. at the population level!  
6. Qualifications 
There are other issues of concern in Australia’s mental health system (Williams & Doessel, 
2008). However, the qualifications relating to this Chapter will be mentioned here.  
Ideally, a measure of expenditure would be applied in order to measure structural 
imbalance, but in the absence of such data, we use “people” as a proxy for the ideal concept 
of expenditure. Further work is also required on the extent to which services are 
“mismatched” with resources in public mental health services. Those services are also 
subject to information asymmetries amongst consumers, producers and the government 
funder. There is mounting anecdotal evidence of public sector mental health services not 
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“meeting” the “unmet need”, but whether that phenomenon is due to resource 
misallocation or to resource shortages in this part of the public sector, or both, is a subject 
for further research. Also, it is not possible from available data to determine how much “met 
non-need” is due to the “worried well”, and how much is due to those who use 
government-subsidised services for other reasons (sport, executive performance etc). 
Where one “draws the line” between “mental health” and “mental illness” involves treating 
a continuous variable as discrete; cut-offs need to be implemented. A stylisation of this point 
is provided in Fig. 9. When “better” epidemiological data become available, sharper 
depictions of “met non-need” will become available.  
The structural imbalance problem analysed here is a different type of problem from the 
inefficiency arising from the application of inefficacious therapies in this sector. Several 
large studies of Australian mental health service providers indicate evidence that, even with 
strong training and support systems, these providers have yet to adopt the concept of 
fidelity to evidence-based protocols (Deane et al., 2006; Kavanagh et al., 1993). Comparisons 
undertaken between prescriptions for medications and diagnosis find evidence suggesting 
the degree of inconsistency or “aberrant prescribing” is not trivial (Dodwell & Esiwe, 2008). 
Delivering inefficacious treatments, when known efficacious treatments exist, increases the 
size of the unmet need problem. Expenditures are being incurred for little, or zero, change in 
mental health status. The relevant conceptual economic framework is in Liebenstein (1966).  
7. Conclusion  
Some recent Australian studies demonstrate, on cross-sectional data as well as time-series 
data (albeit less-than-perfect data) that there is extensive structural imbalance for the adult 
Australian population between those with mental illness and those who use mental health 
resources.  Our analyses of ABS Mental Health and Wellbeing... data, summarised here, find 
that 11 per cent of the adult population are subject to “unmet need” and 4.4 per cent of the 
adult population are consuming mental health resources despite not having a mental 
disorder. Those studies find also that the problem of “unmet need” is smaller for females 
than it is for males, and yet the problem of “met non-need” is larger for females than for 
males. Considerable differences exist between aggregations of disorders too. Substance Use 
has, by far, the largest problem of “unmet need”, followed by Anxiety Disorders and 
Affective Disorders. The results suggest that re-allocating the resources used by the “met 
non-need” (4.6 per cent of the population) to the “unmet need” category (11 per cent of the 
population) would improve the mental health outcomes of this sector.  Although it is 
imperative that better data are collected, this Chapter provides a benchmark for future 
exercises in quantifying structural imbalance.  
The two sources of structural imbalance discussed in this Chapter are as follows: trends in 
Western society; and moral hazard. These forces are seldom mentioned in public discourse 
on mental health issues. In particular, the problem of “met non-need” in Australia, i.e. 
people with no mental illness consuming mental health resources, is hardly ever discussed.  
Those discussions are very relevant as they direct attention to the policy implications. Thus, 
the lack of public discourse is unfortunate. Through time, the self-interested forces 
underlying “unmet need” and “met non-need” solidify into service delivery practices in the 
mental health sector.  
In general, the moral hazard problem arises from imperfect information, which in turn can 
lead to an imperfect agency relationship between the patient/consumer and the supplier of 
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services. These informational problems are more severe in the area of mental illness 
compared to physical illness. In physical medicine, medical professionals have access to a 
wide range of diagnostic procedures, whether radiology, other imaging technologies (MRI 
etc), pathology tests and so forth. These diagnostic technologies have the effect of reducing 
imperfect knowledge in the clinical context. By comparison, diagnosis in mental illness and 
in mental service delivery is embryonic. 
As these problems are not self-correcting, two policy implications will now be outlined in 
conclusion. First, in order to alleviate the “unmet need”, public education and awareness 
campaigns about mental illnesses and the services available are appropriate responses. Also, 
the systemic factors that continue to obstruct access to services by those who are mentally ill 
need addressing. “Unmet need” is alleviated also by imposing reform in this sector: public 
research funding into developing efficacious therapies that are not just developed, but are 
applied and adopted as well, and into the financing of efficacious public preventive 
strategies.  
Second, of those people without mental disorders who are consumers of mental health 
services, it is important to realise that there is no public policy issue if such people fund 
these services from their own incomes. However, if those mental health services are funded 
either by pooled private health insurance contributions or by partially, or fully, subsidised 
taxpayer-funded schemes, then there is a policy issue. It can be addressed by a requirement 
that a firm diagnosis of mental disorder is established (by valid psychological instruments) 
with a further requirement that the diagnosis so obtained is the pre-condition for receiving 
subsidised mental health services.  
8. References 
Akerlof, George A. 1970, The Market for “Lemons”: Quality Uncertainty and the Market 
Mechanism, The Quarterly Journal of Economics, Vol.84, No.3, (Aug., 1970), pp. 488-
500, ISSN 0033-5533 
American Psychiatric Association (1980). Diagnostic and Statistical Manual of Mental Disorders. 
3rd Ed. APA, ISBN 089042019X, Washington DC 
American Psychiatric Association (1987). Diagnostic and Statistical Manual of Mental Disorders. 
3rd Ed., Rev., APA, ISBN 0890420211, Washington DC 
American Psychiatric Association (1994). Diagnostic and Statistical Manual of Mental Disorders. 
4th Ed., APA, ISBN 890420629 08904220629, Washington DC 
American Psychiatric Association (2000). Diagnostic and Statistical Manual of Mental Disorders. 
4th—TR Ed., APA, ISBN 0-89042-025-4, Washington DC 
Andrews, G. (2000). Meeting the Unmet Need with Disease Management. In: Unmet Need in 
Psychiatry: Problems, Resources, Responses, G. Andrews. & S. Henderson, (Eds), 11-36, 
Cambridge University Press, ISBN 052166229X, Cambridge, UK 
Andrews, J.G. & the Tolkien II Team (2006). Tolkien II. A Needs Based, Costed Stepped-care 
Model for Mental Health Services. World Health Organization Collaborating Centre 
for Classifications in Mental Health, ISBN 0 9578073 5 X, Sydney 
Andrews, G., Issakidis, C. & Carter, G. (2001). Shortfall in Mental Health Utilisation. British 
Journal of Psychiatry, Vol. 179, (Nov., 2001), pp. 417-425, ISSN 1472-1465 0007-1250  
Arrow, K.J. (1963). Uncertainty and the Welfare Economics of Medical Care. The American 
Economic Review, Vol.53, No.5, (Dec., 1963), pp. 941-973, ISSN 1944-7981 0002-8282  
www.intechopen.com
 
“Mental Health Services are Different”: Economic and Policy Effects 
 
187 
Australian Bureau of Statistics (1998). Mental Health and Wellbeing: Profile of Adults, Australia 
1997. Cat. No. 4326.0, ABS, Canberra, Australia.  
Australian Bureau of Statistics. (2008). National Survey of Mental Health and Wellbeing: 
Summary of Results 2007, Cat. No. 4326.0, ABS, Canberra, Australia 
Bator, F.M. (1958). The Anatomy of Market Failure. The Quarterly Journal of Economics, 
Vol.72, No.3, (Aug., 1958), pp. 351–79, ISSN 1531-4650 0033-5533 
Begel, D. (1992). An Overview of Sport Psychiatry. The American Journal of Psychiatry, Vol. 
149, No.5, (May, 1992), pp. 606-614, ISSN 1535-7228 0002-953X 
Beggs, J.J. (1988). Diagnostic Testing in Applied Econometrics. The Economic Record, Vol.64, 
No.185, No.2, (June, 1988), pp. 81-101, ISSN 1475-4932 
Bell, G. (2005). The Worried Well: The Depression Epidemic and the Medicalisation of our Sorrows, 
Black Inc, ISBN 1863953817, Melbourne, Australia 
Blaug, M. (1998). Where are We Now in British Health Economics?  Health Economics, Vol.7, 
Supp.1, (Aug., 1998), pp. S63-S78, ISSN 1099-1050 1057-9230 
Byles, J.; Dolja-Gore, X.; Loxton, J.; Parkinson, L. & Stewart Williams, J. (2011). Women’s 
Uptake of Medicare Benefits Schedule Mental Health Items for General Practitioners, 
Psychologists and Other Allied Health Professionals. Medical Journal of Australia, 
Vol.194, No.4, (21 Feb., 2011), pp. 175-179, ISSN 0025-729X 
Cooper, R. & Ross, T.W.  (1985). Product Warranties and Double Moral Hazard. Rand Journal 
of Economics, Vol.16, No.1, (Spring, 1985), pp. 103-13, ISSN 1756-2171 0741-6261  
Cosgrove, E.M.; Yung, A.R.; Killackey E.J.; Buckby, J.A.; Godfrey, K.A.; Stanford, C.A. & 
McGorry, P. (2008). Met and Unmet Need in Youth Mental Health. Journal of Mental 
Health, Vol.17, No.6, (1 Jan., 2008), pp. 618-628, ISSN 0963-8237 
Deane, F. P.; Crowe, T. P.; King, R.; Kavanagh, D. J.; & Oades, L. G. (2006). Challenges in 
Implementing Evidence-based Practice into Mental Health Services. Australian 
Health Review, Vol.30, No. 3, (Aug., 2006), pp. 305–309, ISSN 
Department of Health & Ageing (2007). Medicare Benefits Schedule, Effective 1 November 2007, 
Department of Health & Ageing, ISBN 0642446946, Canberra 
Dodwell, D. & Esiwe, C. (2008). Are Prescriptions Consistent with Diagnosis? A Survey of 
Adult Psychiatry Discharge Notices. Journal of Mental Health, Vol.17, No.6, (Dec., 
2008), pp.588-593, ISSN 1360-0567 
Doessel, D.P. (1986). Medical Diagnosis as a Problem in the Economics of Information. 
Information Economics & Policy, Vol.2, No.1, (March, 1986), pp. 49-68, ISSN 1873-5975  
Doessel D.P. & Williams, Ruth F.G. (2011). Resource Misallocation in Australia’s Mental 
Health Sector under Medicare: Evidence from Time-series Data. Economic Papers, 
Vol.30, No.2, (June, 2011), pp. 253-264, ISSN 1759-3441 
Doessel D.P., Williams, Ruth F.G. & Nolan, P. (2008). A Central Dilemma in the Mental 
Health Sector: Structural Imbalance. Clinical Psychologist, Vol. 12, No.2, (July, 2008), 
pp. 57-66, ISSN 1328-4207 
Doessel D.P., Williams, Ruth F.G. & Whiteford, H. (2010). Some Empirical Evidence for 
Australian Mental Health Policy of Resource Insufficiency and Structural 
Imbalance. Journal of Mental Health Policy & Economics, Vol.13, Nol.1, (March, 2010), 
pp.3-12, ISSN 1099-176X     
Druss, B.G.; Wang, P.S.; Sampson, N.A.; Olfson, M.; Pincus, H.A.; Wells, K.B.; Kessler, R.C. 
(2007). Understanding Mental Health Treatment in Persons without Mental 
Diagnoses: Results from the National Comorbidity Survey Replication. Archives of 
www.intechopen.com
 
Mental Illnesses – Evaluation, Treatments and Implications 
 
188 
General Psychiatry, Vol.64, No.10, (Oct., 2007), pp. 1196-1203, ISSN 1538-3636 0003-
990X 
Eswaran, M. & Kotwal, A. (1985). A Theory of Contractual Structure in Agriculture. The 
American Economic Review, Vol.75, No.3, (June, 1985), pp. 352-67, ISSN 1944-7981 
0002-8282 
Feinstein, A.R. (1975). Clinical Biostatistics: XXXI. On the Sensitivity, Specificity and 
Discrimination of Diagnostic Tests. Clinical Pharmacology and Therapeutics, Vol.17, 
No.1, (Jan., 1975), pp.104-116, ISBN 1532-6535 0009-9236 
Frank, R.G. & McGuire, T.G. (2000). Economics and Mental Health. In: Handbook of Health 
Economics Vol. IB, Elsevier, ISBN 0444504710, Amsterdam, Holland 
Hirschleifer, J. & Riley, J.G. (1979). The Analytics of Uncertainty and Information – an 
Expository Survey. Journal of Economic Literature, Vol.XVII, No.4, (Dec., 1979), pp. 
1375-1421, ISSN 0022-0515 
Horwitz, A.V. & Wakefield, J.C. (2007). The Loss of Sadness: How Psychiatry Transformed 
Normal Sorrow into Depressive Disorder. Oxford University Press, ISBN 
9780195313048, Oxford, UK 
Jablensky, A.; McGrath, J; Herman, H.; Castle, D.; Gureje, O.; Morgan, V. & Korten, A. 
(1999). People Living with Psychotic Illness: an Australian Study 1997-98. 
Commonwealth Department of Health & Aged Care, ISBN 0 642 36779 5, Canberra, 
Australia 
Jorm, A.F. (2006). National Surveys of Mental Disorders: Are They Researching Scientific 
Facts or Constructing Useful Myths? Australian & New Zealand Journal of Psychiatry, 
Vol.40, No.10, (Oct., 1978), pp. 830-834, ISSN 1440-1614 0004-8674 
Kavanagh, D. J.; Piatkowska, O.; Clark, D.; O’Halloran, P.; Manicavasagar, V.; Rosen, A. et 
al. (1993). Application of Cognitive-behavioural Family Intervention for 
Schizophrenia in Multi-disciplinary Settings: What Can the Matter Be? Australian 
Psychologist, Vol.28, No.3, (Nov.,1993), pp. 181–188, ISSN 1742-9544 
Kessler, R.C.; Andrews ,G.; Mroczel, D.K.;. Escobar,J.I.; Gibbon,M.; Guyer,M.E.; Howes,M.J.; 
Jin, R.; Vega, W.A.; Walters, E.E.; Wang,P.; Zaslavsky, A.; Zheng, H. (1998). The 
World Health Organization Composite International Diagnostic Interview Short 
Form (CIDI-SF). International Journal of Methods in Psychiatric Research, Vol.7, No.2, 
pp.171-185, ISBN 1557-0657 1049-8931 
Klerman, G. & Schechter, G. (1981) Ethical Aspects of Drug Treatment. In: Psychiatric Ethics, 
S. Bloch & P. Chodoff, (Eds), Oxford University Press, ISBN 0192611828, Oxford, 
pp. 117-130 
Kotowitz, Y. (1987). Moral Hazard, In: The New Palgrave: A Dictionary of Economics, J. Eatwell, 
M. Milgate & P. Newman, (Eds), 549-551 Macmillan, ISBN 1-56159-197-1, London 
Le Grand, J. (1978). The Distribution of Public Expenditure: the Case of Health Care, 
Economica, Vol.45, No.178, (May, 1978), pp. 125-142, ISBN 0013-0427 
Leibenstein, H. (1966). Allocative Efficiency vs X-efficiency. The American Economic Review, 
Vol.56, No.3, (June, 1966), pp. 392–415, ISSN 1944-7981 0002-8282 
Lin, E.; Goering, P.; Offord, D.R.; Campbell D.; Boyle M.H. (1996). The Use of Mental Health 
Services in Ontario: Epidemiological Findings. Canadian Journal of Psychology, 
Vol.41, No.12, (Dec., 1996), pp. 572-577, ISSN 0008-4255 
www.intechopen.com
 
“Mental Health Services are Different”: Economic and Policy Effects 
 
189 
Madden, G. (1988). An Econometric Model of Australian Automobile Demand: a Segmented 
Markets Approach. Economic Analysis & Policy, Vol.18, No.1 (March, 1988), pp. 53-
69, ISSN 0313-5926 
Meadows, G.; Burgess, P.; Fossey, E.; Harvey, C. (2000). Perceived Need for Mental Health 
Care, Findings from the Australian National Survey of Mental Health and Well-
being. Psychological Medicine, Vol.30, No.3, (8 Sept., 2000), pp. 645-656, ISSN 1469-
8978 0033-2917 
Meadows, G.; Fossey, E.; Harvey, C.; Burgess, P. (2000). The Assessment of Perceived Need. 
In: Unmet Need in Psychiatry: Problems, Resources, Responses, G. Andrews & S. 
Henderson, (Eds), 390-398, Cambridge University Press, ISBN 052166229X, 
Cambridge, UK 
Milgrom, P. & Roberts, J. (1992). Economics, Organization & Management, Prentice Hall, ISBN 
0132246503, Englewood Cliffs, N.J. 
Oakley Browne, M.A. & Wells, J.E. (2006). Health Services. In: Te Rau Hinengaro: The New 
Zealand Mental Health Survey, M.A. Oakley Browne et al., (Eds), Ministry of Health, 
ISBN 0-478-30026-3, Wellington, New Zealand 
Parslow, R.A. & Jorm, A.F. (2001). Predictors of Partially Met or Unmet Need Reported by 
Consumers of Mental Health Services: an Analysis of Data from the Australian 
National Survey of Mental Health and Wellbeing. Australian & New Zealand Journal 
of Psychiatry, Vol.35, No.4, (Aug., 2000), pp. 455-463, ISSN 1440-1614 0004-8674 
Regier, D.A.; Narrow, W.E.; Rupp, A.; Rae, D.S. & Kaelbar, C.T. (2000). The Epidemiology of 
Mental Disorder Treatment Need: Community Estimates of “Medical Necessity”. 
In: Unmet Need in Psychiatry: Problems, Resources, Responses Andrews G. & 
Henderson S., (Eds), 41-58. Cambridge University Press, ISBN 052166229X, 
Cambridge, UK 
Rubin, P.H. (1978). The Theory of the Firm and the Structure of the Franchise Contract. The 
Journal of Law & Economics, Vol.21, No.1, (Jan., 1978), pp. 223-53, ISSN 1537-5285 
0022-2186 
Sawyer, M.G.; Arney, F.M.; Baghurst, P.A.; Clark J.J.; Graetz B.W.; Kosky R.J.; Nurcombe B.; 
Patton G.C.; Prior M.R.; Raphael B.; Rey J.; Whaites L.C. & Zubrick S.R. (2000). 
Mental Health of Young People in Australia. Commonwealth Department of Health an 
Aged Care, ISBN 0 642 44686 5, Canberra 
Scitovsky, T. (1990). The Benefits of Asymmetric Markets. The Journal of Economic 
Perspectives, Vol.4, No.1, (Winter, 1990), pp. 135-134, ISSN 1944-7965 0895-3309  
Spence, M. (1974). Market Signaling. Harvard University Press, ISBN 0674549902, 
Cambridge, MA 
Sperry L. (1993). Working with Executives: Consulting, Counselling and Coaching. 
Individual Psychology: Journal of Adlerian Theory, Research & Practice Vol.49, No.2, 
(Fall, 1993), pp. 257-266, ISSN 1522-2527 
Stiglitz, J. & Weiss, A. (1981). Credit Rationing in Markets with Imperfect Information. The 
American Economic Review, Vol.71, No.3, (June, 1981), pp. 393–410, ISSN 1944-7981 
0002-8282 
U.S. Department of Health & Human Services (1999). Mental Health: A Report of the Surgeon 
General—Executive Summary. U.S. Department of Health & Human Services, 
Substance Abuse and Mental Health Services Administration, Center for Mental 
www.intechopen.com
 
Mental Illnesses – Evaluation, Treatments and Implications 
 
190 
Health Services, National Institutes of Health, National Institute of Mental Health, 
Rockville, MD, 30.05.2008, Available from  
 http://www.surgeongeneral.gov/library/mentalhealth/home.html. 
Vecchio, T.J. (1966). Predictive Value of a Single Diagnostic Test in Unselected Populations. 
New England Journal of Medicine, Vol.274, No.21, (26 May, 1966), pp. 1171-1173, ISSN 
1533-4406 0028-4793 
Wagner, P.J. & Curran, P. (1984). Health Beliefs and Physician Identified “Worried Well”. 
Health Psychology, Vol.3, No.5, pp. 459-474, ISSN 1930-7810 0278-6133 0278-6133 1 
Whiteford H. (2000). Unmet Need: a Challenge for Governments. In: Unmet Need in 
Psychiatry: Problems, Resources, Responses, G. Andrews & S. Henderson, (Eds), 
Cambridge University Press, ISBN 052166229X, Cambridge, UK, pp. 8-10. 
Williams, Ruth F.G. (2009). Review Article: Everyday Sorrows are not Mental Disorders: the 
Clash between Psychiatry and Western Cultural Habits. Prometheus, Vol.27, No.1, 
(March, 2009), pp. 47-70, ISSN 1470-1030 0810-9028 
Williams, Ruth F.G. & Doessel, D.P. (2007). The Role of Knowledge Accumulation in Health 
and Longevity: The Puzzling Case of Suicide. Prometheus, Vol.25, No.3, (Sept., 
2007), pp. 283-303, ISSN 0810-9028 
Williams, Ruth F.G. & Doessel, D.P. (2008), The Australian Mental Health System: an 
Economic Overview and Some Research Issues. International Journal of Mental Health 
Systems, Vol.2, No. 4, p. 4, Available from 
www.ijmhs.com/content/2/1/4 
Williams, Ruth F.G. & Doessel, D.P. (2010). Psychiatry Interacts with Contemporary Western 
Views: the DSM-III Innovation and its Adverse Effects. Prometheus, Vol.28, No.3, 
(Sept., 2010), pp. 245-266, ISSN 0810-9028 
Williams, Ruth F.G. & Doessel, D.P. (2011). An Economic Classification of “Health Need”. 
International Journal of Social Economics, Vol.38, No.3, (March, 2011), pp. 291-309, 
ISSN 1758-6712 0306-8293 
Yerushalmy, J. (1947). Statistical Problems in Assessing Methods of Medical Diagnosis, with 
Special Reference to X-ray Techniques. Public Health Reports, Vol.62, No.40, (3 Oct., 
1947), pp. 1432-1449, ISSN 1468-2877 0033-3549  
www.intechopen.com
Mental Illnesses - Evaluation, Treatments and Implications
Edited by Prof. Luciano LAbate
ISBN 978-953-307-645-4
Hard cover, 476 pages
Publisher InTech
Published online 13, January, 2012
Published in print edition January, 2012
InTech Europe
University Campus STeP Ri 
Slavka Krautzeka 83/A 
51000 Rijeka, Croatia 
Phone: +385 (51) 770 447 
Fax: +385 (51) 686 166
www.intechopen.com
InTech China
Unit 405, Office Block, Hotel Equatorial Shanghai 
No.65, Yan An Road (West), Shanghai, 200040, China 
Phone: +86-21-62489820 
Fax: +86-21-62489821
In the book "Mental Illnesses - Evaluation, Treatments and Implications" attention is focused on background
factors underlying mental illness. It is crucial that mental illness be evaluated thoroughly if we want to
understand its nature, predict its long-term outcome, and treat it with specific rather than generic treatment,
such as pharmacotherapy for instance. Additionally, community-wide and cognitive-behavioral approaches
need to be combined to decrease the severity of symptoms of mental illness. Unfortunately, those who should
profit the most by combination of treatments, often times refuse treatment or show poor adherence to
treatment maintenance. Most importantly, what are the implications of the above for the mental health
community? Mental illness cannot be treated with one single form of treatment. Combined individual,
community, and socially-oriented treatments, including recent distance-writing technologies will hopefully allow
a more integrated approach to decrease mental illness world-wide.
How to reference
In order to correctly reference this scholarly work, feel free to copy and paste the following:
Ruth F.G. Williams and D.P. Doessel (2012). “Mental Health Services are Different”: Economic and Policy
Effects, Mental Illnesses - Evaluation, Treatments and Implications, Prof. Luciano LAbate (Ed.), ISBN: 978-
953-307-645-4, InTech, Available from: http://www.intechopen.com/books/mental-illnesses-evaluation-
treatments-and-implications/-mental-health-services-are-different-economic-and-policy-effects
© 2012 The Author(s). Licensee IntechOpen. This is an open access article
distributed under the terms of the Creative Commons Attribution 3.0
License, which permits unrestricted use, distribution, and reproduction in
any medium, provided the original work is properly cited.
